Journal of the Royal Society of Medicine Volume 76 January 1983 patient (case 2) died, it was conceded that the recurrences were confined to the chest wall and possibly in the left supraclavicular fossa. It would hardly have been the development of this syndrome which precipitated her death. The following case report illustrates that the development of this syndrome does not necessarily portend a gloomy prognosis.
A 41-year-old woman presented in December 1971 with a T 3NoM o carcinoma of the right breast. She underwent simple mastectomy followed by postoperative radiotherapy to the operation scar, the parasternal region and the right axilla. She was well till February 1976 when she developed unexplained right vocal cord paralysis. In October 1976 she started complaining of pain in her right shoulder and the right arm; and in September 1977 she developed dysphagia. No abnormality was noted endoscopically or on barium studies. A right-sided Horner's syndrome was noted in June 1978. A chest X-ray showed a paralysed right hemidiaphragm, which was confirmed on screening. A right cervical rib was noted too, as on previous occasions. In May 1979 she lost the use of her right upper limb. Twelve months later she went on to develop partial Brown-Sequard syndrome, which progressed to tetra paresis just prior to her death in July 1980. Unfortunately no post-mortem was held.
It took 28 months for the full syndrome to develop in the woman and a further 25 months elapsed before she died. The presence of a cervical rib on the affected side and the absence of any detectable metastatic spread of her tumour prevented recognition of the true cause of her signs and symptoms, thereby depriving her of any specific treatment. It was only towards the end of her life that metastases to the lower deep cervical group of lymph nodes were considered as a cause of her signs and symptoms. (The full report of this case is to be published elsewhere.) Yours faithfully As a practising neuro-otologic surgeon, I, along with my colleagues, frequently perform lumbar puncture in the office in order to remove 1 ml cerebral spinal fluid and to instil I ml Pantopaque dye to confirm the presence or absence of a small acoustic neuroma or other lesion within the internal auditory canal. We have routinely used a 24G spinal needle alone for the entire procedure. Hundreds of patients have undergone this type of procedure and less than 5% develop any spinal headache.
Although patients are advised to restrict their activities for the remainder of the day, the majority go ahead with their usual activities with no ill effects, Use of a 24G needle requires no unusual training. Simple observation of the procedure being done once or twice is all that is required. Use of a 3 ml syringe to aspirate cerebral spinal fluid is necessary, and care must be taken to avoid breaking a glass syringe by. exerting too great a pressure while instilling the thick Pantopaque.
Dr Casey is to be commended for his explanation and support of this technique. Sincerely Sir, It is very common nowadays for a short letter to quote from a study and give some of the statistics involved ('Effect of lunar cycle on human behaviour', September 1982 Journal, p 753). Without seeing Professor Nogueira's full study, however, the results he quotes do not lead inescapably to his conclusions. Did he find out, for instance, if more people were off work on certain days of the lunar cycle? Should they be included in the accident count? What exactly was his
